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INTRODUCTION {#sec1-1}
============

Gout, that afflicts approximately 4% of adults in the United States, is an inflammatory arthritis that results from faulty purine metabolism.\[[@ref6]\] It becomes acutely symptomatic when the final product of purine metabolism, uric acid, reaches high saturation levels in the blood. This is attributed either to decreased clearance or overproduction. The uric acid then crystallizes into monosodium urate which is then deposited into tissues; it particularly involves the synovial joints of the feet, hands, and, rarely, the spine. These crystals produce an inflammatory response that results in swollen, tender, and hot joints; the deposits are known as tophi. Here, we report a case of tophaceous gout leading to neurological deficits in a 26-year-old male along with a review of the relevant literature.

CASE REPORT {#sec1-2}
===========

Clinical findings {#sec2-2_1}
-----------------

A 26-year-old male presented with 1--2 months of progressive right lower extremity weakness culminating in a 1-day history of the inability to ambulate. On examination, he exhibited 4-/5 hip flexion, knee extension, and knee flexion bilaterally in the lower extremities, 2/5 right-sided plantar flexor weakness, left lower extremity anteromedial hip numbness, and patellar hyperreflexia.

Radiographic presentation {#sec2-2_2}
-------------------------

The thoracic MR with and without contrast demonstrated a right posterior-lateral T2 enhancing epidural lesion extending from T6 to T8 contributing to severe canal/cord stenosis and mild cord T6--T9 cord edema \[[Figure 1a](#F1){ref-type="fig"}-[f](#F1){ref-type="fig"}\]. The noncontrast thoracic computed tomography scan demonstrated multilevel periarticular lytic/erosive lesions involving the T6--T7 to T8--T9 facet joints, accompanied by lobulated high-density juxta-articular material extending into the adjacent canal \[[Figure 2a](#F2){ref-type="fig"}-[e](#F2){ref-type="fig"}\].

![Magnetic resonance imaging (MRI) images with the right lateral epidural abnormality in the mid-thoracic spine with spinal cord compression. (a) Sagittal T2 sequences, (b) sagittal short-tau inversion recovery sequences, (c) sagittal T1 sequences without contrast, (d) sagittal T1 sequences with contrast, (e) axial T1 MRI with contrast demonstrating extension of a tophus into the spinal canal and compressing the spinal cord to the left, (f) axial T1 magnetic resonance imaging with contrast at a level with no inflammatory or degenerative changes and no spinal cord compression.](SNI-10-232-g001){#F1}

![Computed tomography (CT) images showing lytic process of bilateral thoracic facet joins with compression of the spinal cord. (a) Sagittal CT scans of the mid-thoracic spine demonstrating erosive changes of the right facet joints, (b) sagittal STIR sequences, (c) sagittal T1 sequences without contrast, (d) sagittal T1 sequences with contrast, (e) axial T1 magnetic resonance imaging with contrast demonstrating extension of a tophus into the spinal canal and compressing the spinal cord to the left.](SNI-10-232-g002){#F2}

Surgery {#sec2-2_3}
-------

The next day, he underwent a T6--T9 decompressive laminectomy for the resection of the epidural mass accompanied by pedicle screw instrumentation \[[Figure 3a](#F3){ref-type="fig"} and [b](#F3){ref-type="fig"}\]. At each level, there was a "white, cheese- like" material causing substantial dural compression; the material was grossly consistent with tophaceous deposits within the facet joints and the pathological confirmation of needle-like monosodium urate crystals.

![(a) Postoperative anteroposterior and lateral thoracic X-rays demonstrating a short T6--T9 fusion construct. (b) Postoperative lateral X-rays of the thoracic spine demonstrating short fusion of the thoracic spine.](SNI-10-232-g003){#F3}

Postoperative course {#sec2-2_4}
--------------------

On postoperative day 1, the patient was 4+/5 in the lower extremities bilaterally, and the numbness of the anteromedial segment of his left lower extremity was markedly improved. He was discharged 6 days later, and at 1 postoperative year, his neurological examination was normal.

Pathology {#sec2-2_5}
---------

The final pathology demonstrated whitish aggregates of strand-like material surrounded by inflammatory cells, including many foreign body giant cells. Under polarized light, these aggregates revealed strongly negative birefringent needle-shaped crystals consistent with gout.

Further, the postoperative rheumatologic workup documented elevated serum and urine uric acid levels. In addition, an X-ray of the right hand showed a synovial inflammatory process involving the ring finger. The patient was started on colchicine 0.6 mg b.i.d. and allopurinol 200 mg q.d.

DISCUSSION {#sec1-3}
==========

Here, we described a rare case of spinal tophaceous gout in a 26-year-old male who newly presented with an acute paraparesis. The diagnosis of gout was not originally entertained, given the patient's negative history and young age.

In a review of 131 cases, Toprover *et al*. found that gout can affect the lumbar (38%), cervical (24.8%), and thoracic spine (17.8%).\[[@ref3]\] The most frequent clinical manifestation is typically back pain; however, more severe neurologic symptoms have been described, including the onset of acute weakness.\[[@ref1]\]

The current epidemiologic studies show that the prevalence of gout in patients between the ages of 18 and 44 is \<0.3%.\[[@ref4]\] As of 2019, only 159 cases of spinal gout have been reported; gout is typically diagnosed in the fourth decade of life, the average age in men 30 years old.\[[@ref2]\] Around 50% of patients present with neurological sequela requiring surgery if there is a neurological compromise. Here, our patient required surgical decompression/fusion to both establish the diagnosis and treat the acute paraparesis. Only 13 reported cases demonstrate patients who were diagnosed with spinal gout, with only one of those patients having no prior history.\[[@ref5]\]

CONCLUSION {#sec1-4}
==========

Here, we presented the rare scenario of a 26-year-old male acutely developing paraparesis secondary to T6--T9 tophaceous gout.
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